A referral to a specialist is a routine decision made by physicians across different health care systems, and several factors influence this decision. Exact referral rates vary between countries, but are in the region of from 1 in 10 to 1 in 20 consultations.
A referral to a specialist is a routine decision made by physicians across different health care systems, and several factors influence this decision. Exact referral rates vary between countries, but are in the region of from 1 in 10 to 1 in 20 consultations. 1, 2 Researchers, policy makers, and others have long sought to understand referral patterns due to the economic, quality, and safety consequences of inappropriate referrals, and the inequalities in health and health care that arise. [3] [4] [5] How much is this decision to refer a collaborative decision between physicians and patients? If we want to encourage patients to become key decision makers in their treatment and care, their preferences also need to be considered during upstream processes such as referral decisions.
Referral management interventions and systems have been developed and tested. 6, 7 Variation in referral rates might reflect factors such as age or socioeconomic circumstances, with older and more deprived patients at a disadvantage. 8 Studies have also focused on primary care physician-related factors that might influence referral decisions, such as past experiences with the specialist, perceived clinical expertise, ability to coordinate care locally, physician-specialist communication, and likelihood of good patientspecialist rapport. 9, 10 Despite growing advocacy at the clinical and policy levels worldwide for patient-centered care pathways, little attention has been paid to patients' preferences for choice of specialist: What factors matter most to patients in referral decisions, and how might this influence them? In the article that accompanies this editorial, Dunlea et al.
11 present a US population survey that examined patient preferences for the attributes considered in the selection of specialists. Using Adaptive Conjoint Analysis (ACA), 12 with 530 survey respondents, patients made initial ''importance ratings'' of several attributes; as the survey progressed, pairwise comparisons forced patients to trade off among the attributes, progressively identifying attributes of greater importance to them.
The most important attribute for patients was outof-pocket cost. For patients in private health care systems, costs can drive referral choices. Significantly, however, although cost was an important factor, it did not dominate decision making. Patients were prepared to pay more money and wait longer for betterquality communication. 11 The second most important attribute was collaboration and communication between the specialist and primary care physician, and the third in importance was whether the specialist practiced shared decision making. More than 75% of patients were willing to pay around $80 more to see a specialist who collaborated with their primary care physician and practiced shared decision making, and most patients said they would wait longer for a specialist who demonstrated shared decision-making skills. 11 Although the authors do not specifically define what they mean by shared decision making, we take it to mean the collaborative process whereby clinicians and patients make health care decisions together, taking into account the best scientific evidence available, as well as the patient's values and preferences. 13 What can be made of these findings? Close collaboration and communication between the specialist team and the primary care physician were clearly important to patients, but is this about communication per se? The authors suggest that patients might not want the responsibility of conveying messages between the two, or being a personal ''data repository,'' and this is why it ranks highly. This could reflect patients' desire for continuity in their care, and knowing that everyone is on the same page. The patient may want to be certain that the visit to the specialist will be worthwhile, from an economic and time perspective, and that the physician receives the specialist advice they requested, to provide the best possible care. The study also highlights the importance of primary care physicians to patients, as central and familiar advisors and advocates for their care.
The patients in this study expressed clear preferences for shared decision making with a specialist, but it is important to consider the sample of patients and conditions studied. Patients were given hypothetical scenarios of a referral for an asymptomatic condition, in which the stakes were low in terms of symptoms experienced and the consequences of delaying treatment. Similar research is needed in other contexts with patients making higher-stakes, potentially time-pressurized, and real decisions. Being in poor health is a barrier to participating in shared decision making, 14 so timely commencement of treatment and immediate relief of symptoms may be more valued than a shared decision-making approach in such circumstances. Furthermore, although the population demographics of the survey respondents paralleled those of the US population, the sample was better educated, with more than 80% having some college education (compared to 57% for the general US population), and the online survey format may have precluded certain groups from participating.
So what implications do the findings from Dunlea et al. 11 have for referrals from primary to specialist care? Importantly, the authors encourage us to think about patient-centered care across the spectrum of the care pathway, moving the focus away from discrete treatment decision points and alerting us to think about patient preferences in upstream referral processes. Previous work has shown that shared decision making was valued more when actually experienced by patients, and the same might happen when patients experience involvement in the referral process. 15 The exact process of integrating patients' preferences into a referral decision remains unclear. We need to bear in mind that some health care systems are influenced by referral and demand management processes, 16 and physicians might not be receptive to the idea of offering choice. 17 In light of this, we might need to consider complementary processes, such as training all clinicians in shared decision making, to improve experiences in care across the spectrum.
However, Dunlea et al.'s study 11 has highlighted the need for an open discussion between physicians and patients so that referral decisions are tailored to each individual and ''contextual errors'' are minimized. 18 As Jiwa 3 highlights, referral decisions are complex and bound to a large extent by the interaction between a physician and a patient, and further work is needed to understand this interaction. Understanding patients' priorities will only serve to better inform the referral process, and it might result in more appropriate referrals being made. As with shared decision making about treatment options, 19 physicians can play a large role in trying to elicit these priorities from patients. Ultimately, Dunlea et al.'s 11 preliminary results suggest that incentivization for shared decision making and improved communication between clinicians may come from patients voting with their feet, and wallets, to see clinicians who practice these skills.
